subcutaneous tissues by dissection along structures passing into the periphery including the great vessels and psoas muscles4.
When there is no evident peritoneal gas, abdominal symptoms and signs tend to be absent and generalized peritonitis seldom develops although in this patient the colon was defunctioned. Plain X-rays are useful in diagnosis (contrast studies cannot be relied upon2), and for distinguishing intraperitoneal from extraperitoneal perforations.
In cases such as this conservative treatment has been widely advocated, sometimes including intravenous fluids and antibiotics. Deterioration with such treatment is an indication for urgent laparotomy5. invasion. The tumour extended to within 1 mm of the resection margin. There were separate nodules of papillary carcinoma (3.3 mm in maximum diameter) and medullary carcinoma (2.8 mm in maximum extent) which were clear of the excision margins ( Figure 1 ). The non-neoplastic thyroid showed florid lymphocytic thyroiditis. On immunohistochemistry there was expression of calcitonin and chromogranin A (a neuroendocrine marker) within the medullary carcinoma and expression of thyroglobulin by the other tumour types. Subsequently, a left hemithyroidectomy was performed, and this specimen showed widespread foci of lymphocytic thyroiditis with some fibrosis and distortion of thyroid follicles. There was no evidence of any of the three tumour types seen in the right thyroid lobe or of any other neoplasia.
COMMENT
The coincidence of three primary tumours in one thyroid lobe has not been reported. Gonzalez-Campora et a].
Departments of Surgery and 1Histopathology, University Hospital, Queen's Medical Centre, Nottingham NG7 2UH, UK Correspondence to: Mr M E Sayegh, 17 Spean Court, Wollaton Road, Nottingham NG8 1 GL, UK described concurrence of the three tumours within the thyroid gland but not in a single lobe3. Thyroid carcinoma has been divided into two groups according to its putative embryological derivation: medullary carcinoma is regarded as being of neuroectodermal origin, and follicular and papillary carcinomas of endodermal origin. This histogenetic classification has lately been challenged. Medullary carcinoma occasionally shows microscopic features suggestive of a follicular or papillary growth pattern. Follicular differentiation has been confirmed with immunohistochemistry and in situ hybridization of thyroglobulin; similarly, up to 30% of the follicular derived neoplasms have been shown to express neuroendocrine markers4. Hence it may be suggested that the ultimobranchial body gives rise to a common stem cell from which are derived C-cell and follicular epithelial cell types5.
There is no clear explanation for the presence of three primary tumours surrounded by non-neoplastic thyroid tissue in one thyroid lobe. Although the possible interaction of various growth pathways, mutations and genetic defects could be responsible for the development of three separate primary tumours, a single origin from an ultimobranchial body stem cell with divergent differentiation is an alternative concept.
Simvastatin treatment in nephrotic syndrome associated with a bee sting T R6vai MD G Harmos MD J R Soc Med 1999; 92:23-24 Most patients with chronic renal disease have lipid disturbances that in the general population are risk factors for cardiovascular disease. HMG-CoA reductase inhibitors have been successfully used to lower total cholesterol and low-density-lipoprotein cholesterol in sustained nephrotic syndromel ,2. We report a case in which such an agent, simvastatin, was used to control hyperlipidaemia in minimal change nephropathy following a bee sting.
CASE HISTORY
A girl aged 16 was stung by a bee on her left leg, which immediately became swollen and vesiculated. Generalized oedema developed and she was admitted to an allergy centre. Prick tests for pollen allergy were positive; investigations for angioneurotic oedema, systemic lupus erythematosus and sarcoidosis were negative; rheumatological, gynaecological and cardiological consultations yielded no further information. Quincke's oedema was diagnosed.
A year later she was referred to our department with nausea and generalized oedema, mainly affecting the lower limbs. Blood pressure was 150/100 mm Hg. She had heavy proteinuria (49 g/L) and total blood cholesterol was 11.3 mmol/L. Other blood indices were: triglyceride 2.4mmol/L, HDL cholesterol 1.16mmol/L, LDL cholesterol 7.8 mmol/L. Tests for tularaemia, Lyme disease, hepatitis A, B and C, cytomegalovirus and human immunodeficiency virus were negative as was an immunological screen including antinuclear antibody and ANCA. Cryoglobulinaemia and paraproteinaemia were excluded. Renal biopsy (Cs G6ndocs, Hospital Erzsebet) revealed typical minimal change nephropathy without focal or segmental glomerulosclerosis. On immunohistology there were sparse mesangial deposits of IgM and Clq, but there was no glomerular IgA C3 or fibrin/fibrinogen. We concluded that her renal lesion was secondary to the beesting incident. Initial treatment was intravenous pulse methylprednisolone (three daily doses of I g) then oral prednisolone. However, only when we added first cyclophosphamide then chlorambucil (eight weeks) was
